Infants with HIV-infection have longevity due to improved Highly Active Antiretroviral Therapy (HAART), making many realise their developmental progression which includes access to schooling. However, there is scant information that focuses on disclosure of their positive serostatus to schools and how these children understand and communicate their illnesses. This paper reports on a study of experiences of children affected by HIV and AIDS in Kenya. Qualitative phenomenological data from children aged between 5 and 7 years and their teachers in Early Childhood Development and Education (ECDE) centres were collected using multiple methods. Thematic content analysis was utilised with several themes emerging from findings. Obstacles to disclosure, anticipation of exceptional care, accidental disclosures, lack of psychosocial structures, a need for specialised skills training for teachers, and lack of clear guidelines to assist in disclosure processes emerged as some of the challenges faced. The findings also provide insights into teachers' scaffolding efforts to educate children in understanding and communicating their illnesses, and forging support structures through relationships with their siblings and peers for care and management.
Introduction
HIV/AIDS in infants was once likened to dying in sub-Saharan Africa (Nsagha, Bissek, Nsagha, Assob, & Kamga, 2012; UNICEF, 2016a) . However, improved Highly Active Antiretroviral Therapy (HAART) and paediatric research have turned HIV/AIDS into a manageable chronic illness (Naeem-Sheikh & Gray, 2005; UNAIDS, 2010) . Globally, an estimated over 3.3 million children under 15 years live with HIV, 90% of whom are in sub-Saharan Africa, where Kenya accounts for 4% of new paediatric HIV infections with a 7% prevalence (UNAIDS, 2016 (UNAIDS, , 2017 (UNAIDS, , 2018a . As more of these children access HAART and schools, they bring new challenges to normative developmental processes including care and management (Mialky, Vagnoni, & Rutstein, 2001; Weiner, Mellins, Marhefika, & Battles, 2007) . With a culture of fear, secrecy and stigma associated with HIV, the disclosure is inhibited and sero-positive children's needs overstretch teachers, complicating their traditional role in schools.
Seropositive children experience numerous challenges which include stunted growth, under development of their vital organs, frequent opportunistic infections, diarrhoea, neurocognitive deficits, skin inflammations, depression, neurological problems, feeding problems, opportunistic infections among others (Morobadi & Webber, 2014; UNICEF, 2013 UNICEF, , 2016a UNICEF, , 2016b . However, visitation to doctors, hospitalisation and adherence to medication contribute to their well-being (Osafo, Knizek, Mugisha, & Kinyanda, 2017) . Hence, need for caution, planning for difficult experiences, supporting and maximising their lives᾿ potential, while fostering quality experiences in school environment, which could be achieved through disclosure (Roberts, 1998) .
Disclosure process involves: verbal communication between a discloser and a confidant regarding HIV status of self or a known person; a range of outcomes and multiple mediated developments such as: alleviation of inhibition, social support and changes of social information; holding health-related information and tolerating unexpected responses (Chaudoir, Fisher, & Simoni, 2011; Eustace & Ilagan, 2010; Obermeyer, Baijal, & Pegurri, 2011) . Although this applies to adults, a critical look at disclosure for children's sero-status to schools may involve more parties compromising confidentiality; and a dilemma for caregivers who fear reprisal, ostracism, discrimination and stigmatisation towards their children, opting for non-disclosure (Cohen, Reddington, Jacobs, Meade, & Picard, 1997; Flanagan-Klygis, Ross, Lantos, Frader, & Yogev, 2001; Genberg et al., 2009; Naidoo & MCKerrow, 2015) .
Teachers have a legal mandate to keep confidentiality, but studies in developed countries show that disclosure poses challenges in the absence of policies. For instance, USA experienced high-school dropout of seropositive children in 1990s, prompting formulation of guidelines that encouraged school attendance and protection (Cohen et al., 1997) . Equally, schools in UK excluded seropositive children after a breach of confidentiality, prompting the government to introduce friendlier policies to cushion them (Conway, 2005) . Unlike western societies, HIV/AIDS in sub-Saharan Africa exists in unique social-cultural contexts that inhibit disclosure. The communal and social status of individuals with HIV are devalued when disclosed occurs, causing shame, distancing, condemnation, trauma and other negative consequences (Biadgilign, Deribew, Aberbir, Escudero, & Deribe, 2011; Gyamfi, Okyere, Enoch, & Appiah-Brempong, 2017) .
Although disclosure to schools is encouraged (Kenya Human Rights Watch, 2010; WHO, 2011) , it remains contentious in sub-Saharan region which hosts 91% of the world's children with positive sero-status (Cantrell, Patel, Mandrell, & Grissom, 2013; Goldberg & Short, 2016; Luboobi & Mugisha, 2005; Mialky et al., 2001; Sovran, 2013; Ubesie, 2012; UNAIDS, 2014) . Additionally, few studies address disclosure of 4-to 8-year-old children to schools, and yet it is important for their care and management (Atwiine, Kiwanuka, Musinguzi, Atwine, & Haberer, 2015; Goldberg & Short, 2016; Mahloko & Madiba, 2012; Sariah et al., 2016) . Those in East Africa focus on middle childhood and adolescents, highlighting disclosure obstacles and adherence (Bikaako-Kajura et al., 2006; Gachanja, 2015; Namasopo-Oleja, Bagenda, & Ekirapa-Kiracho, 2015) . Hence, continued neglect of seropositive preschoolers' disclosure concerns in preschool programmes increases their risk exposure.
Understanding disclosing HIV/AIDS associated with preschoolers is a crucial observation made in a study this article is drawn (omitted for review). And in view of reflections made, this article explores obstacles in disclosure processes, the role of health education in fostering agency, and children's understanding and communication of illnesses for focus and enlightenment, as sero-positive preschoolers in the school environment may have unique unmet needs.
Methodology
This was a qualitative exploratory study that involved children and teachers in a school environment and sought to understand children's lived experiences in their own frame of reference of what made them happy or sad. The study was located in Nairobi, Kenya, which has HIV prevalence of 7% and hosts over 4.5 million people (UNAIDS, 2018b). The low resource area of Huruma slums in Nairobi was sampled for it has many orphans and children affected by HIV/AIDS, providing a rich population for the study. Forty-five children aged between 5 and 7 years and 12 preschool teachers were purposively sampled from integrated public primary schools. The criteria for children were maternally, paternally or doubled orphaned by AIDS, living with HIV/AIDS household or having HIV-positive status. Although children's voices were particularly crucial, teachers were key informants on their experiences. This article focuses on findings on children whose sero-status had been disclosed to teachers due to their exceptional unique unmet needs.
Creatively designed multiple methods were utilised to capture children's phenomenological experiences. They included conversational interview, drawings, observations, focus group discussions for children and teachers, for rich multiple data (Creswell, 2009; Gray, 2009; Malchiodi, 2012; Punch, 2005; Wright, 2007) . Two assistants were trained for data collection. The study received approval from University of the Witwatersrand, National Council for Science, Technology and Innovation (NACOSTI) and Nairobi County Education Department. Participating teachers provided informed consent, parental/guardian consent for children was sought, and children were given assent on the right to withdrawal without negative consequences. Anonymity and confidentiality were observed and extended psychological services provided for identified cases (Alderson, 2008; Punch, 2005) . Accrued qualitative data were analysed thematically with an emphasis on meanings of expressed lived experiences (Braun & Clarke, 2006) .
Findings
Obstacles to disclosure of sero-status to teachers It emerged that information on sero-status of children was discreetly handled. Teachers reported schools not having policies or procedures requiring caregivers to provide children's health status on enrolment, apart from immunisation records which were rarely availed. Instead, parents/caregivers guardedly provided pieces of information only when teachers inquired on a child's health.
Male caregivers were found evasive on parenthood and health of their seropositive children possibly for cultural reasons. Instead, they indirectly expected exceptional care for their children. Some dissociated themselves as reported by a teacher:
… There was this case … a father indirectly making revelation of the child's sickness … : You know nowadays, cases of single fathers are many. … first day, … he said the child is orphaned … he was just helping … then laaater [sic] he said the mother was positive … he wanted help with medicine for the child. … that is when I knew he is the father … the details can't be from strangers … Notions of trust underlined processes of partial disclosure where disclosers were categorical about keeping their information secret. Socio-cultural factors (including ethnicity and status of the urban population) contributed to mistrust for fear of stigmatising children. A teacher reported: " … I knew 'it' from one single mother … you see it is secretive … she did not want anyone else to know … it can be negative to the child … she believes in me and confides in me not the bosses here". Caregivers were reported to use "diabetes", "sickly" or "malaria" to describe children's health challenges, medication or frequent visits to doctors. However, hospitalisation and absenteeism led teachers to speculate, heightened by inconsistencies in reporting children's illnesses.
Siblings in senior classes provide partial disclosure to teachers, but are only limited to their level of understanding. A teacher after observing siblings around preschoolers during meal times reported: " … the big sister comes to eat with him … when I asked is when she told me … she gives him medicine after they have eaten … " Where there were no older siblings, the suspected seropositive children did not have this support, increasing their "invisibility" to teachers, hampering monitoring while at school.
Unexpected illnesses played a role in accidental disclosure. A teacher reported:
… she comes with special meals … then takes these drugs for malaria … (whispering) they don't want the school to know … she ate other things, there was problems … we rushed to the clinic … that is when I knew … the nurse thought I was the mother and went into long stories of blah blah … Additionally, non-disclosure to children was found to complicate children's understanding of their own existence. A child was reported to have developed anxiety after accidentally overhearing his health being discussed by relatives. His perception of HIV/AIDS and associated negative messaging within his community made him imagine his own death. According to his teacher, he needed reassurance on his health.
Speculations over children's symptomatic presentations of sickness, health challenges and death in families prompted teachers to make inquiries. This was to ascertain children's sicknesses in order to offer support accordingly as one reported:
… since they are sickly with coughs, weaklings most of the time, withdrawals … . we pursue for information from parents or guardians … sometimes by assumption … sometimes disclosure of death of spouse … is revealing … that's when we talk through some of these things … " Furthermore, some children would provide explanation for absenteeism and partially disclosed their illnesses as one class teacher explained: " … many signs … absence, signs of sickness on the skin, in the mouth … generally sick … obviously they try to hide this but they come to tell us they are sickly … ." This demonstrated how the children's "naive" explanations in conversation with the teachers facilitated some form of "self-disclosure" which encouraged speculative in the absence of disclosure.
The role of health education in fostering agency
Health education fostered agency in seropositive children and peers through classroom wall displays of pictures from newspapers and magazines. They communicated various aspects of health education ranging from hygiene, immunisation, hospitalisation, doctors and nurses with hospital implements, medicines, patients both children and adults smiling as they received injections and medicines, or surrounded by smiling people, and others leaving hospital after recovery with a wave of bye. The displays formed part of social studies preschool curriculum and, according to teachers, helped children to understand how they felt, what to report when ill, and for peers' support whenever their colleagues reported back to school after an absence of sicknesses or hospitalisation. Additionally, they helped recovering children adjusted to medication or any other support offered by members in their communities. It also emerged that displays ignited children's inquisitiveness observed in questions asked to which teachers responded to their level of understanding.
Children's understanding and communication of their illnesses
Children's understanding of their feelings when ill can enable them to communicate better when requiring assistance. Teachers reported that most of the seropositive children initially had little knowledge or understanding of own health when they reported to school. They only knew they took medicines, were "sickly" or had malaria, but no direct information on their sero-status was expressed. Socialisation enabled some to communicate to peers and teachers, an indication of insight into their own health and expanded language ability. In a children's focus group discussion, they expressed how they communicated whenever they fell ill or were in need of action: When discussing their drawings, they indicated how friends, teachers and school made them feel "good" when they feel unwell. Teachers also reported some reminding them schedules of taking medicine before or after meals, illustrating self-health-awareness, understanding peer support and teachers' actions. This was empowering especially for those with a high propensity of developing health difficulties at school.
Discussion
Obstacles to non-disclosure are inhibitive to supportive interventions for seropositive children. Lack of policies and procedures during school enrolment denied teachers a frame of operation to ensure children were well cushioned. The culture of fear shrouded in secrecy and mistrust seen in inconsistencies when reporting children's illnesses impeded disclosure and encouraged speculation. Furthermore, this led to accidental disclosures which were potentially traumatic and psychologically damaging. If proper frames, in which disclosure can be made, were in place, it could avert anxiety, inhibit guilt and allow free sharing of health information among caregivers; harness adherence, psychosocial support, adjustment and encourage health-seeking behaviours in children through proper communication and other opportunities (Bikaako-Kajura et al., 2006; Kallem, Renner, Ghebremichael, & Paintsil, 2011; Kenu et al., 2014; Vaz, Eng, Maman, Tshikandu, & Behets, 2011; Weiner et al., 2007) . When teachers are aware of children's health status, they can work closely with colleagues and older children or siblings to manage and care for seropositive children. The collaboration between older siblings and teachers ensured monitoring for those with special feeding needs such as oral lesions, sensitive to salt, acidity, spices in foods offered and other allergies. This curbed accidental illnesses, encouraged socialisation and agency, lessened isolation, fear and withdrawal in seropositive children and nurtured healthier relationships that promoted their adjustment (Busman, 2010; Conway, 2005) .
Cultural factors affected disclosure processes, and since preschools in Nairobi admitted children from multicultural backgrounds made matters difficult. Consequently, contestation may exist on disclosure procedures to be adopted due to different layered involvement of parentchild-teacher/s, complicating this further. Whereas teachers found mothers to provide children's health information by proxy, male caregivers were indirect. Perhaps due to shame, rejection and guilt of child's sero-status, they distanced themselves from their sick children; indicative of protection of their social status and stigma (Biadgilign et al., 2011; Madiba, 2013; Miller & Rubin, 2007; Turissini et al., 2013; Vaughn, 2003) . Yet, all developmental transitions make disclosure on children health and familial relationships necessary without which, confusion and children's vulnerability are exacerbated. Additionally, the use of "sickly", "orphan" or diabetes to describe seropositive children's illnesses by caregiver indicated possible scant therapeutic relationships and psychosocial support systems available to them in their social-cultural contexts, where disclosures may prejudice or marginalise them (CHIVA, 2015) . Teachers' whispers when reporting on children affirmed this. Although direct views from caregivers were not explored, these may be studied further.
Education on disclosure is vital to caregivers who need awareness and encouragement in sharing experiences of their children and with their children (WHO, 2011) . Partial information which was provided in anticipation of exceptional care was indicative of lack of enlightenment which impeded potential mitigation of uncertainties, accidental disclosure; and planned assistance useful in cases teachers are absent or changed work stations. Additionally, education extended to children may reduce anxiety and guilt surrounding "secrets", increasing their understanding of their own bodies in varied life experiences and circumstances that keep changing developmentally (Crisp, Ungerer, & Goodnow 1996; Kenu et al., 2014) . Thus, to bridge gaps of disclosure to children, information on their sero-status need to be conveyed to their level of understanding (UNESCO, 2008; WHO, 2011) . Teachers may also work closely with caregivers in educating them to be alert to body changes and have agency in self-reporting. This essentially strengthens coping, addresses difficulties in school and provides a supportive environment.
Enabling seropositive preschoolers to conceptualise health in their frame of understanding is quintessential to their well-being in school settings. Although it may be uncommon to discuss HIV-related illnesses with younger children, they need to know why they visit doctors, take medication, hospitalisation and how to express feelings. Evidently, children were unaware of their sero-statuses. A study by Papola, Alvarez, and Cohen (1994) showed that children who require hospitalisation and specialised services from doctors can gain from strong psychosocial support systems if schools and caregivers can raise their awareness and accommodate them whenever they return to school.
Whereas classroom wall displays provided information on general health, details to children on specific their individual health and how to communicate were missing, except with the help of peers and inquisitiveness of teachers. Some expressed this in discussions and drawings, indicative of how seropositive children were potentially exposed to "hidden" mental health difficulties. Although disclosure to 4-to 7-year old in Africa does not exist (Mumburi, Hamel, Philemon, Kapanda, & Msuya, 2014) , active participation of teachers in class setting can enable preschoolers to understand their sero-status better through education (Bibace & Walsh, 1980; Mouratidi, Bonoti, & Leondari, 2015; Onyango-Ouma, Aagaard-Hansen, & Jensen, 2004) . Incremental discussions that harness age appropriate, well-managed information are also useful, as lack of guided disclosure which can counter inhibitions of misunderstanding own health and noncommunication, compromises their well-being among other competing needs (Madiba, 2013; Turissini et al., 2013; Vreeman et al., 2010; Waweru, Reynolds, & Buckner, 2008; WHO, 2011) . Thus, scaling up disclosure for children's well-being potentially positions them better to understood and enjoy their childhood in school (Bhana, 2010; Odiachi, 2017) .
As enrolment of seropositive children increases in school programmes, teachers' traditional roles are overstretched. Those who lack prior knowledge of children's health may be overwhelmed, ill-equipped and unable to address children's health needs effectively in emergencies (Kendall & O'Gara, 2007) . Thus, multi-sectoral and inter-disciplinary team intervention could be adopted in addressing children's complex HIV/AIDS-related chronic illnesses, as well as other latent paediatric health demands and follow-up (UNAIDS, 2018b). However, further studies are needed on this since care and support for seropositive children goes beyond teachers' scope.
This was a single study and hard for generalisation to similar areas within Kenya and sub-Saharan region. This limitation notwithstanding, insights provide a platform to expand the search for sound disclosure processes targeting seropositive preschoolers within schools, an area neglected in academic research (Lallemant, Chang, Cohen, & Pecoul, 2011) . Other limitations included lack of prior studies for comparison and caregivers' views that could have provided a basis for comparison. Suggestions include:
. Studies with larger samples of seropositive preschoolers be spurred. . Mobile paediatric clinics involving multi-sectoral health professionals be provided to scale up monitoring of preschoolers' HIV/AIDS related to challenges in schools. . Specific policy guidelines on disclosure targeting preschoolers.
Conclusions
Disclosure of preschoolers' sero-status to teachers by caregivers, and collaborative ventures in scaffolding understanding and communicating their health are quintessential in addressing their unmet needs in school environment. Although inherent socio-cultural disclosure inhibitions exist, extensive studies involving larger population of preschoolers are required for generalisation in Sub-Saharan Africa. The author acknowledges the lack of policies to disclosure processes that target seropositive preschoolers and a need to normalise disclosure through education awareness including caregivers and upskilling teachers.
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